We welcome letters to the Editor concerning articles which have recently been published. Such letters will be subject to the usual stages of selection and editing; where appropriate the authors of the original article will be offered the opportunity to reply.
Sir, I read the article in the August 2005 issue by Robinson and Limbers 1 entitled 'Modern concepts in the treatment of hallux valgus' with interest. While complimenting the authors on an otherwise excellent article, I was disappointed on two fronts. Firstly, they did not address the problem of adolescent hallux valgus and secondly, they decried the Wilson osteotomy. 2 The article by Keogh et al 3 , which they cited, records the operation as being technically uncomplicated and yielding 89% satisfactory results.
In an earlier comprehensive review of adolescent hallux valgus by Helal, 4 the Wilson osteotomy outscored all its rivals and was recommended for its technical simplicity, consistent reliability and pleasing correction of deformity. That too, has been my experience over many years of treating hallux valgus in the adolescent and young adult.
As many cases of adult hallux valgus originate during growth, it is difficult to designate them as separate entities. 
A completely shattered tibia
Sir , We read the article in the November 2005 issue by John et al 1 entitled 'A completely shattered tibia' with interest. We note the outcome of treatment for the complex injury described. This case illustrates the difficulties of successfully treating severe IIIB tibial fractures.
We would like to make the following points. First, presented with such an injury, nearly every orthopaedic surgeon would treat it in their own way. However, there are several options that the authors do not mention. Most involve traction to keep the tibia out to length, followed by external bracing once the fracture is 'sticky' enough (i.e. traction for several weeks followed by immobilisation in plaster, pins and plaster or a Sarmiento functional brace). This treatment is described in the literature for IIIB fractures of the tibia with good results. 2 Secondly, the authors' described treatment has actually followed a similar plan. We note that the intramedullary nail shown in Figure 2 passes around the fracture fragments (not through them as described), and that the afflicted limb was immobilised in plaster for at least eight months.
Lastly, in Figure 3 two large sinuses are visible on the patient's shin. The patient has chronic osteomyelitis and may yet require further procedures or amputation. One wonders if the use of bone graft in the presence of potentially infected non-union at two operations may have contributed to this. The literature describes the accuracy of MRI scans in determining the extent of osteomyelitis: such an investigation may help plan future treatment for the patient described. Sir , We thank Dr Bismil and colleagues for their interest in our case report. As mentioned by them, any orthopaedic surgeon would treat such a fracture in his or her own way. The senior author (AD) was aware of the good results of nailing in similar comminuted fractures. 1 We did have in mind the various treatment options, however, as mentioned in our report, we declined to use the option of calcaneal pin traction, as it would require additional posterior splinting and prolonged immobilisation. The interlocked nail, in the form of an internal splint, enabled non-weight bearing mobilisation of the patient once the initial pain subsided. It also avoided the possibility of additional complications associated with prolonged skeletal traction and hospitalisation.
In such grossly comminuted fractures, delineating a proper cortex and medullary canal among the multiple fragments, and hence passing a nail through the centre of the entire shattered diaphysis is impossible. The purpose of the internal splint is to bring the bone and extremity back to length, achieve axial and rotational alignment, and provide stability. This purpose is served by ensuring that the nail is seated in the centre of the proximal and distal epiphyseo-metaphyseal blocks and subsequently locked. In such a case, the apparent position of the nail with respect to the individual comminuted fragments of the mid diaphysis need not be a concern.
Regarding Dr. Bismil's concerns of potential infection, we would like to state that during both instances of bone grafting, there were no external signs of infection. The possibility of future infection at a nonunion site should not discourage the surgeon from undertaking bone grafting.
In our country where there are no mandatory insurance policies in health care, the entire cost of treatment has to be borne by the patient. A significant number of people carry on their activities of daily living in the presence of stigmata of chronic osteomyelitis. They resort to hospital treatment only if there is any acute exacerbation. The time and money spent for evaluating and eradicating an apparently inactive focus of chronic osteomyelitis is unacceptable to them. Referring to the article quoted by Dr Bismil, 2 plain radiographs still provide the best screening for chronic osteomyelitis, as they are simple and economical. Although MRI and radionuclide scans can help to gauge the extent of bone and soft tissue infection, they are costly and should be requested only if the diagnosis is in doubt or a definitive debridement is to be undertaken. 2 Our patient has not presented again with an acute exacerbation for the past 1.5 years. He dresses his two sinuses daily. They were pinhead sized with no active discharge. The apparent large size is due to a depression in the surrounding skin following excision of a sequestrum. He also manages to earn his own livelihood using the reconstructed, well-aligned, sensate and functional extremity.
Amputation in chronic osteomyelitis may be indicated only in patients with diabetes, a history of smoking, or advanced age, where preservation of the extremity becomes dangerous or a nuisance. Patients younger than 45 years of age tend to do well. 3 Mere evidence of stigmata of chronic osteomyelitis in a sensate and functional limb would not always require surgery, let alone an amputation. 
